Endoscopic screening and surveillance practices in patients with Barrett's esophagus (BE) remain controversial. No randomized, controlled trials have supported decreased mortality as a result of these programs, but given evidence from cohort and retrospective studies combined with the rapidly rising incidence of esophageal adenocarcinoma (EAC), some GI societies have weakly recommended screening and surveillance endoscopy for BE patients [1] . The goal of the initial endoscopy is to detect BE and, if detected, to grade and evaluate for the presence of dysplasia and EAC.
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In this issue of Digestive Diseases and Sciences, Visrodia et al. [2] report the proportion of cases of ''missed dysplasia'' diagnosed at repeat endoscopy in comparison with the index endoscopy findings. In this retrospective study, patients who underwent initial endoscopy from 1976 to 2011, with diagnosed BE of length 1 cm or greater, i.e., columnar mucosa with intestinal metaplasia, and who had undergone repeat endoscopy within 24 months of the index examination, were included in the analysis. Notably, the rate of missed high-grade dysplasia and EAC was 1.9 %, whereas the overall rate of missed dysplasia of any grade and/or EAC was 9.5 %. While the study has limitations, including its retrospective nature, questionable adherence to guidelines, adequate number of biopsies, and the types of endoscopes used, it does highlight an important issuethe importance of meticulous endoscopy and biopsy at the time of index endoscopy in BE patients.
If during index endoscopy BE is confirmed or suspected, the extent of BE should be carefully documented using the Prague C&M criteria. As part of this exercise, the landmarks that should be evaluated include the squamocolumnar junction, the gastroesophageal junction, and the extent of BE. Since this classification describes the circumferential (C) columnar lining and the maximum length (M) of BE, excluding islands [1] , in this fashion it provides a standardized description of BE, useful for comparison with subsequent endoscopic evaluations. It also facilitates communication among gastroenterologists when patients are referred to tertiary centers for treatment. Despite the benefits of the Prague classification, a recent study reported that a surprising 78 % of gastroenterologists across varying practice settings did not use the Prague classification [3] .
Other considerations during index endoscopy that increase the value of the examination are careful inspection of the BE mucosa, the time spent in its evaluation, and the choice of imaging modalities. For instance, longer inspection times during endoscopic evaluation are associated with higher detection rates for HGD. A recent study reported that when endoscopists spent *1 min/cm extent of BE, the detection rate for neoplastic lesions improved [4] . Regarding the choice of imaging modality, high-definition imaging is superior to standard-definition imaging for BE. For example, narrowband imaging (NBI) enables evaluation of the mucosal patterns superior to that of conventional endoscopic imaging with a reported sensitivity of 100 % and a specificity of 98.7 % [5] , due to the identification of abnormal pit and vasculature patterns within the mucosa. Thus, the combination of additional time spent assessing the mucosa along with advanced imaging through improved targeting of biopsies provides a greater probability of identifying BE, dysplasia, and EAC. After careful examination of the BE mucosa, biopsies should be obtained based on the Seattle protocol, i.e., biopsies should be obtained in 4 quadrants every 2 cm. Poor adherence to the Seattle protocol can significantly reduce the probability of successful neoplasia detection [6, 7] . Further, if there is suspicion for dysplasia, the biopsy specimens should be reviewed and evaluated by an experienced GI pathologist, since dysplasia interpretation can be problematic; suboptimal inter-observer agreement, particularly for low-grade dysplasia, is frequent with overall j values reported as low as 0.11 for low-grade dysplasia even among expert pathologists [8] . Increased BE extent can also contribute to missed dysplasia [9] as poorer adherence to the Seattle protocol in patients with longer segments of BE has been reported [10, 11] .
In summary, given the potential for ''missed dysplasia,'' the study by Visrodia and colleagues emphasizes the importance of a carefully performed index endoscopy combined with adequate and well-placed biopsies when evaluating patients with known or suspected BE. Clearly, after the initial successes reported for colonoscopic technique in the detection of colon polyps and cancer, gastroenterologists are now paying increased attention to the thoroughness of their endoscopic examination for BE. Careful endoscopic technique and an increase in the duration of the endoscopic examination of BE mucosa are first steps, along with the use of the Prague classification for descriptive standardization. Advancements in imaging currently underway holds promise for detection of abnormalities within BE for improved targeting of biopsies. The movement toward careful endoscopy in patients with BE is underway; with its success should come improved clinical outcomes.
